Background: Mystery client methodology is a form of participatory research that provides a unique opportunity to monitor and evaluate the performance of health care providers or health facilities from the perspective of the service user. However, there are no systematic reviews that analyse the use of mystery clients in adolescent sexual and reproductive health (ASRH) research and monitoring and evaluation of programmes. Objective: To assess the use of adolescent mystery clients in examining health care provider and facility performance in providing ASRH services in high, middle, and low-income countries. Methods: We carried out a systematic review of published journal articles and reports from the grey literature on this topic from 2000 to 2017 (inclusive). Thirty research evaluations/ studies were identified and included in the analysis. We identified common themes through thematic analysis. Results: The findings reveal that researchers and evaluators used mystery client methodology to observe client-provider relationships, and to reduce observation bias, in government or private health facilities, NGOs, and pharmacies. The mystery clients in the evaluations/studies were young people who played varying roles; in most cases, they were trained for these roles. Most reported good experiences and friendly providers; however, some reported lack of privacy and confidentiality, lack of sufficient written/verbal information, and unfavourable experiences such as sexual harassment and judgmental comments. Female mystery clients were more likely than males to report unfavourable experiences. Generally, the methodology was considered useful in monitoring and evaluating the attitudes of health service providers and ASRH service provision. Conclusions: The research evaluations/studies in this review highlight the usefulness of mystery clients as a method to gain insight, from an adolescent perspective, on the quality of ASRH services for research and monitoring and evaluation of programmes.
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Background
Mystery client (MC) methodology is a form of participatory research that provides a unique opportunity to monitor and evaluate the performance of health care providers or health facilities from the perspective of the service user [1] . MC methodology has been used in health research for more than 20 years [2, 3] , and Gonsalves and Hindin's recent review on youth access to SRH care in pharmacies includes studies that involved mystery clients [4] . However, there are no systematic reviews published to our knowledge that analyse the uses, advantages, and disadvantages of MC methodology in adolescent sexual and reproductive health (ASRH) research and monitoring and evaluation (M&E) of programmes. This review focuses on describing the use of adolescent MCs in examining adolescent health service provision.
While this methodology has been used among adults and adolescents alike [5] [6] [7] [8] , in this review we consider the use of adolescent MCs to assess the friendliness of adolescent health services across high-, middle-, and low-income countries. ASRH services vary by type of care provided, cadres of health care providers or healthcare facilities (i.e. hospitals, clinics and pharmacies), and thus this review includes evaluations/studies that cover a range of contexts, including but not limited to family planning services, services for sexually transmitted infections (STIs) including Human Immunodeficiency Virus (HIV), and pharmacy services in formal and informal settings.
In this review, we set out to answer the following questions:
(1) Why was the MC methodology used in the evaluation/study of ASHR services? (2) What were the roles assigned, how were the MCs prepared, and what methods and tools were used to carry out the assessment? (3) What types of healthcare facilities and cadres of health care providers were examined with MCs? (4) What were the principal findings from the methodology in the evaluations/studies? (5) What were the overall perceptions of the use of MCs in assessing health care provider and facility performance?
Methods

Data collection
Though no formal protocol was developed for this research, we followed the PRISMA guidelines to perform a systematic review of the literature, including journal articles and grey literature, issued between the years of 2000 and 2017 (inclusive) that used adolescent MCs as part of their methodology to assess ASRH health care provider and health facility performance [9] . We sought evaluations/studies published in English and Spanish across low-, middle-, and high-income countries that used the MC methodology as part of their study to understand adolescents' access to ASRH health care. We conducted the literature search with Google, Google scholar, POPLINE, PubMed, GIFT, JSTOR, MEDLINE, and EMBASE. The original literature review was conducted in 2015, and in 2017 the paper was updated and expanded upon with an additional literature search. The review helped identify organizations that used the MC methodology, which included the Program for Appropriate Technology in Health (PATH), the USA Agency for International Development (USAID), Pathfinder International, the United Nations Population Fund (UNFPA), and Advocates for Youth. Table 1 describes the complete search strategy for this review, including the keywords and hand searches used to find the relevant publications. An initial abstract screening, followed by a full text screening was conducted. The full text was screened in case that the information presented in the abstract was not sufficient to make a conclusive decision. Authors were only contacted in the cases that their studies/evaluations were inaccessible online. The search yielded over 1000 publications, and we screened the publications by title, abstract, and full paper in cases where the abstracts were unclear. We identified 51 total research evaluations/ studies from this screening and the additional update in 2017.
Data analysis
We used a list of inclusion criteria Table 2 to review identified publications for their validity. Of the 51 publications identified in the initial screening, 21 were excluded because they did not align with these criteria. Although the inclusion criteria initially included articles in Spanish and English, no articles in the Spanish language were finally included in this paper as they did not meet the other criteria or because documents reporting on the research could not be found. Two independent reviewers carried out the literature review, and consulted with a third party researcher regarding disagreements. The PRISMA flow diagram Figure 1 organizes the details of our search. We analysed all evaluations/studies with a framework based on six principal criteria: i) overall objective and methodology; 2) justification of the use of MC methodology; 3) the role of MCs and the training/support they received; 4) the setting and type of health workers assessed; 5) principal findings; and 6) perceptions on the use of MCs. The 30 evaluations/ studies were thereafter thematically analysed for shared methods used, justifications, and common findings. Thematic analysis consisted of intently sorting studies/evaluations based on shared characteristics including types and certain elements such as training MC in their methodologies, analytical methods, reasons for using MC, and outcomes of having used MCs.
An analysis of the quality of the evaluations/studies was beyond the scope of this paper as the methodology was used in different contexts. While some used the methodology as an evaluation method for particular programmes, others reported using it as a research method to help design and develop interventions. The intentional lack of incorporation of a quality assessment stemmed from the aim of the analysis focusing on the types of MC methodologies and outcomes recorded, which would not have accurately reflected the available information if studies were excluded based on quality. The small scale, lower quality status of some studies is recognised and further reflected upon in the limitations section.
Context
The involvement of young people in research processes is an important part of planning and implementation of programmes and interventions. Adolescents and young people have increasingly been involved in research at different stages; planning, implementation, and M&E [10] . Researchers no longer view adolescents as just subjects, but as equal partners and contributors in research planning and implementation [10, 11] . There has beengrowing calls for the participation of young people in programme and policy development [12] , and the MC method provides an excellent opportunity.
In the MC method, participants take on a role other than themselves when receiving health services. The health care providers are typically unaware of the undercover nature of the client and thereby allow the client to observe their natural behaviour [13] . MC methodology is considered a participatory research method as it fulfils the criteria set out by Cornwall and Jewkes [14] and it 'emphasises participation and action' [14] while encouraging the involvement of 'people whose actions and worlds are under study' [11] . It provides important insight from the user's perspective of health services or other programmes. MCs are also referred to as simulated patients, undercover patients, or mystery shoppers [13] .
Critiques of the methodology include difficulties in recruitment and training of MCs, recall bias, reliability of information provided by the MCs, and the limitations to the type of information that can be collected [1] . However, research has continued to affirm its effectiveness and value [15] .
Results
Our findings and conclusions are based on the final selection of 30 evaluations/studies. Nine of these (30%) were conducted in high-income countries and 21 (70%) in low-and middle-income countries. The geographical distribution of the evaluations/studies in this systematic review is displayed in Figure 2 . Of the 30 evaluations/studies, 18 were journal publications and 12 were grey literature publications. Of the 18 published articles, 12 were from low-and middleincome countries and nine were from high-income countries
Use of MC methodology
Fourteen of the 30 evaluations/studies reviewed used the MC approach as the only methodology whereas 16 applied a mixed methodology approach. Of the mixed method evaluations/studies, 11 used interviews to elicit information from varying respondents that included health service providers, adolescents, and opinion leaders within the community such as senior staff, six used questionnaire-based surveys, and five used focused group discussion among adolescents, young people, health service providers and other stakeholders such as teachers and local residents. There were no observable differences in methodologies used by highincome and middle-or low-income countries.
The performance of health providers and health service provision facilities were reviewed in all cases, but the types of providers and services varied. MCs were used to assess staff and services at pharmacies in 10 evaluations/studies [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] , and health service providers at reproductive health centre/clinics in two evaluations/studies [26, 27] . Nine evaluations/studies assessed services and/or service providers in mixed settings including hospitals, local health facilities, dispensaries, and NGOs [28] [29] [30] [31] [32] [33] [34] [35] [36] , while six looked at community health facilities or clinics [37] [38] [39] [40] [41] [42] with one focusing on teaching hospitals [40] .
Two evaluations targeted the youth friendliness of services for the Lesbian, Gay, Bisexual and Trans (LGBT) population [26, 43] , one in a high-income and one in a low-income country. Six of the evaluations/studies aimed to assess the youth friendliness of the services and providers in their study [16, 26, 29, 35, 40, 44] . Nine evaluations/studies also examined the effects of the implementation of training for service providers or youth friendliness programmes [16] [17] [18] 25, 28, 34, 42, 44, 45] .
Key findings
Why was the MC methodology used in the evaluation/study of ASHR services?
The justification for using MCs varied among the evaluations/studies; however they can be grouped with similar explanations. The most common reason for the use of MCs was to assess/observe the interaction between service providers and patients, with particular interest in the friendliness of services, from the perspective of adolescents [16, 30, 35, 39, 40] . Another reason was to reduce or eliminate bias [13, 17, 18, [21] [22] [23] [24] [25] 29, 33, 36] . By using trained MCs, the researchers and evaluators intended to avoid observation bias or bias from the Hawthorne effect, whereby the observer could observe the subjects without their knowledge of the observation to influence their behaviour. Training helped to ensure that the mystery clients already knew what to look for in health care providers/facilities. Therefore, the evaluations/studies could use the methodology to understand factors that motivated or discouraged adolescents and young people from accessing health services.
What were the roles assigned, how were the MCs prepared, and what methods and tools helped carry out the assessment?
Roles of MC Our review found that while some methodologies reported specific roles to be played by the MCs during health care visits, others had less formal or undefined roles. Six of the reviewed evaluations/studies did not provide formal roles for their MCs. In these cases, MCs were asked to assess ease of access to health facilities, the environment of health facilities, staff and health provider behaviour, and service provision or specific aspects of care, such as quality of advice received [7, 17, 18, 31, 38, 44] . Twenty-one of the reviewed evaluations/studies provided their MCs with specific scenarios, with either a script or a specific question or concern to ask during the medical visit [17, 19, [21] [22] [23] [24] [25] 27, 29, [32] [33] [34] [35] . Two of the reviewed evaluations/studies provided MCs with scripted scenarios, but failed to include information on what the scenarios or roles entailed [16, 26, 36] .
Thirteeen of the 30 reviewed evaluations/studies, recruited both male and female adolescents or young people as MCs to assess health provider behaviour and services [16, 20, [25] [26] [27] 32, [35] [36] [37] 39, 41, 44] . One study recruited only male MCs [45] , and only one study included non-binary gendered MCs in their study design [26] . Five evaluations/studies did not specify sex of the MCs in the description of the methods [28, 31, 38, 40, 43] . Eleven of the 30 evaluations/studies reviewed did not specify the ages of the MCs recruited for the study [17, 19, 20, 30, 32, 33, 35, 38, 40, 41, 43] , while the rest recruited individuals who were 25 years old and under [16, 18, [21] [22] [23] [24] [25] [26] [27] [28] [29] 31, 34, 36, 37, 39, 44, 45] .
Adolescent MC roles in the reviewed evaluations/ studies included: (I) young females seeking pregnancy prevention or contraception/emergency contraception services [13, [15] [16] [17] [18] [21] [22] [23] [24] [25] [26] 29, 30, 32, 34] , (II) females seeking counselling on premarital sex [29, 35] , (III) males seeking condoms [27, 29, 32, 36, 37, 44] , (IV) males and females seeking information or treatment for STIs [29, 35, 39] , (V) or HIV testing and information [20, 37, 42] , (VI) females requesting information about menstrual and associated problems [30] , and (VII) seeking counselling for unwanted pregnancy or abortion [33, 35] .
Three evaluations/studies did not clearly specify the scenarios the MCs were to play [3, 14, 41] . The first of these stated that the MCs were to have a reproductive health complaint [14] , the second stated that the MCs were to enact scenarios and did not provide further context [3] , and the last trained their MCs to present critical SRH scenarios to the health care providers [41] .
Training/preparation of MC Some evaluations/studies detailed more in-depth training and support sessions than others in preparing the MCs for their roles to assess healthcare provider behaviour and service quality. Twenty-three of the reviewed evaluations/studies described a training module to prepare the MCs for their roles prior to their healthcare centre visits. Some studies included methods that provided education on SRH in addition to information on the MC roles they were to play [11, 16, 20, 26, 28, [30] [31] [32] [33] [34] 37, 40, 42, 45] . Seven indicated that their trainings also incorporated information related to specific or general evaluation techniques [16, 20, 26, 28, 31, 37, 45] . One of the reviewed studies adopted preparation methods from Mystery Shopping in Sexual Health: A Toolkit for Delivery [18] . In some of the reviewed evaluations/studies, training sessions involved learning the specific scenarios MCs were expected to role play [17, [21] [22] [23] [24] [25] 27, 29, 35, 36, 39, 44] .
MC assessment tools
The evaluations/studies described an array of methods for data collection from the MCs' visits. After the undercover visits, six of the evaluations/studies used questionnaires to debrief the MCs [23, 28, 30, [32] [33] [34] and six interviewed MCs [97, 28, 37, 41, 42, 44] . Two studies utilized both interviews and questionnaires as a debriefing technique [36, 39] and one study used a checklist to gather information from the MC post visit [45] . Four of the reviewed evaluations/studies described that MCs filled out observation reports [17, 27, 31, 35] and one study had them complete a survey [16] . Other data collection methods included reflection sessions [19, 26] and a rating system completed by the MCs [43] . Seven of the reviewed studies did not elaborate on the method of debriefing used [18, 21, 22, 24, 25, 38, 40] .
Three of the reviewed evaluations/studies recorded information for data collection; in one evaluation the MCs brought digital recorders into the visit with them [29] while in the other two studies the MCs' debrief interviews were digitally recorded [30] and filmed [28] .
The reviewed evaluations/studies described a variety of data analysis techniques based on the type of data collected and the collection method. The majority of the evaluations/studies had research staff and coordinators analyse the data, while only one study specified the involvement of youth in the data analysis [27] . Five of the reviewed evaluations/studies used thematic analysis or coding [17, 27, 29, 31, 32] . Twelve of the reviewed evaluations/studies statistically analysed their quantitative data with a range of methods, such as regression analysis on platforms including SASS and Stata [19, 21, 22, 24, 25, 33, 34, 36, 42, 44, 45] . Four of the reviewed evaluations/studies used both statistical and thematic analysis methods [23, 37, 39, 41] . Two employed a rating or score based analysis [35, 36] , and one analysed their audio-recorded MCs' debrief manually; however, the last did not provide additional information [30] . Six studies did not include information on data analysis methods [16, 18, 20, 26, 28, 38, 40] .
What types of healthcare facilities and cadres of health care providers were examined with MCs?
MC methodology was used in diverse settings (Tables 3 and 4) including (I) Government or public facilities (including secondary and primary health care centres), (II) private health facilities, (III) adolescent health service delivery centres, (IV) facilities run by faith-based organizations, (V) NGO facilities, (VI) FP clinics/reproductive health clinics, and (VII) private and public pharmacies.
Within these settings the evaluations/studies studied health professionals (doctors, nurses etc.), reception workers, and pharmacists.
What were the principal findings from methodology reported in the evaluations/studies?
While the principal findings of the reviewed evaluations/studies varied, key themes emerged.
Friendliness of health care facility
The majority of MCs in the evaluations/studies reported overall good experiences with friendly staff. One particular study scored the friendliness of the services in the various facilities in their evaluation as 73% [27] . Some other good practices were reported by the MCs, such as the willingness of the facilities to provide services for young people, the provision of services for LGBTQ youth [26, 43] and the provision of information (although not always adequate).
Importantly, MCs also reported inappropriate behaviour or inadequate service provision that lead to poor experiences. From the 30 evaluations/studies, eight found MCs to have had issues with the lack of privacy and/or confidentiality provided by the health care providers during their visit [18, [27] [28] [29] [30] 34, 37, 42, 44] . For example, one MC expressed that, "It wasn't great, it wasn't private, and you had a discussion in the open. There were other people there and it could have been really awkward. . . Overall it wasn't a good experience" (Mystery Client, Nottinghamshire, England) [28] .
MCs also observed structural barriers including location, opening times, and staff shortages of health facilities in eight of the reviewed evaluations/studies (26.6%) [18, 19, 29, 31, 35, 37, 40, 43] . Staff shortages and limitations in opening times were reported to impact accessibility to services in the reviewed assessments. In the following case, a 19-year-old MC acting as an unmarried young man in a relationship with a girl and seeking condoms reported the following; "The doctor advised me to use condoms but he told me that he wouldn't be able to give them to me that day because the store was locked and the designated staff member was on leave." (AFHC C, Jharkhand) [37] .
In four studies, MCs described sessions with health care providers to have been rushed, as the providers did not spend an adequate amount of time with them [24, 30, 34, 37] . They reported health care providers to be hasty or preoccupied during their visits, which impacted the focus on the MC's needs, provide enough information, or fully and adequately answer their questions or concerns. A study in Thailand indicated that because EC is a sensitive subject in the country, it is often quickly dispensed and pharmacists do not spend time asking the necessary questions related to sexual history (49) . In addition, an evaluation in Nicaragua reported that;
"More than 10% of the SPs (simulated patients) in each round felt the doctor was in a hurry to end the consult. Some felt pressured to the extent that they did not ask their question on STIs" (Nicaragua) [34] .
Provider behaviour In 14 of the reviewed evaluations/studies (46.6%), MCs experienced inappropriate or disrespectful behaviour towards them during their consultation [18, 20, [26] [27] [28] [29] [30] [31] [37] [38] [39] 43, 44] . Inappropriate behaviour ranged from seductive behaviour to being laughed at and not taken seriously. In most cases, the disrespectful behaviour consisted of judgmental comments made by health care providers on the inappropriateness of young people to seek SRH services. In the following case, a MC experienced judgemental comments regarding her lack of marriage status.
". . . When I started to explain my need of FP methods s/he asked me twice, Family planning? So, are you married?" (Mystery Client, urban-intervention ward, Mwanza) [18] Some of the reviewed evaluations/studies described differences in provider behaviour and attitudes based on gender of MCs. Some reported that male MCs were more likely to report services as satisfactory compared to female MCs [32, 38, 44] . The female MCs in these evaluations/studies tended to report attitudes and behaviours that were inappropriate and affected their experience at the facilities they visited. For example; • To explore accessibility, youth friendliness, and LGBT awareness of services in youth sexual health centers • To assess the role of pharmacy access to EC in reducing unintended pregnancies in adolescents, focusing on language barriers.
• Assessed pharmacists and health workers at 115 pharmacies in rural and urban California.
• • Assess the adequacy of healthcare services for adolescents in southern Nigeria • MCs found the clinics and facilities to be clean, easy to find, and with an adequate amount of information on the walls
•
MCs noted challenges with health workers including negative treatment by providers and a lack of appropriate time and educational information given by the health provider
• MC method allows for the identification of both strengths and weaknesses of the service delivery (Continued ) 
No information on data analysis was provided.
• Both male and female MCs assessed pharmacy workers on whether a variety of choices of reversible contraceptives were presented, whether information given was accurate and available, and whether the environment was 'youth-friendly' with good communication, friendliness, and trust
Training involved rehearsals of possible patient-client scenarios and instruction on observation and memory techniques
The majority of MCs reported good interactions with pharmacy workers; however some clients noted providers' dismissive attitudes towards them
• They also noted a lack in written educational material provided
MCs proved to be an effective method in evaluation despite extra effort required in training
Nicaragua; Meuwissen,
L. E. et al., 2006. [34]
• Assess whether a free adolescent voucher program in Managua-provided free ASRH care in public, private, and NGO facilities and trained providers on best practice protocols and guidelines-changed in regard to technical quality, communication and treatment provision towards adolescents • MCs assessed service provision and barriers they perceived when they went to the health facilities
•
No information on training provided.
• Providers expressed more disapproval providing contraception to girls compared with boys
• Providers many times gave the wrong information-like girls rarely get pregnant the first time they have sex
There were two instances of inappropriate behaviour where doctors tried to seduce female MCs
• Females also felt they were being 'preached to'
• Physical barriers were not an issue due to location of facilities in big cities (Continued ) • To assess the YFCs of teaching hospitals and how effectively they deliver comprehensive RH care in Egypt 
• MCs assessed the services based on location, the clinic environment, their interaction with service providers, and their satisfaction with the service
• MCs were to go to the reception of the outpatient center of the teaching hospitals and ask to be guided or brought to the YFC
Once there, the MCs were to discuss a fictional RH complaint while observing the physician interaction
If offered laboratory services they were to accept it as well
• MCs were given information on the location of the services, the services provided by the YFCs, and informed to seek advice on a complaint relevant to an RH service
• A doctor was readily available for MCs at only one of the facilities; the majority of clients were unable to see a doctor and were told to return the next day, but were treated respectfully
Finding the YFC was difficult even for some MCs within the hospital having asked at reception India; Santhya, K. G. et al., 2014. [37] • To examine access and components of ASRH care from the perspective of adolescents and health care providers in three states in India • Not all were given contraception and those who didn't receive it weren't given a proper explanation
MCs noted overall positive experiences but mentioned issues with privacy, comfort, and some providers made judgmental comments including saying they would only provide condoms if the female client's husband was present and that it was wrong for young people to have sex before marriage
All of the MC scenarios resulted in providing information on contraceptive methods offered at the health centers (Continued ) • Evaluation of the Quality of AFHS in the TARUNYA -ARSH project; Jharkhand
MCs were trained by WHO consultants in appraisal of the facilities, and attitudes and behaviours of providers to adolescents presenting with SRH conditions
MCs, 2 adolescent girls and 2 adolescent boys were trained to present SRH scenarios to health care providers in government secondary health facilities in Jharkhand
In most facilities, infrastructure and ambience was adolescent friendly, but educational materials were not adequate in some
Service providers greeted the MCs, maintained confidentiality, listened with attention, were considerate to their needs, gave addition education
However referral was not adequate (probably because this was a secondary facility with in house departments)
• For cases where services were refused it was seen that MCs came in for SRH services while regular adolescent clients came more often with general medical problems Bangladesh; Sarma, H.
and Oliveras, E., 2011 [45] • To evaluate the effect of a program that trained private pharmaceutical company medical representatives to distribute STI guidelines and counselling services to 6 different non-formal providers in intervention areas compared to areas without the intervention in Bangladesh.
• MCs were debriefed on their visit via a checklist that focused on provider behaviour and interaction with the patient, treatment advice provided, and information on condom use and partner management • 1 of 4 scenarios was employed: having an unwanted pregnancy, wanting information on contraception, seeking information on STIs, and seeking counselling on pre-marital intercourse
Training consisted of becoming comfortable with the scenarios.
• Some centers were reported to provide consults with privacy
• There seemed to be an insufficient number of fulltime, skilled service providers, limiting availability and access
There were also inconsistent opening times South Africa; Mathews et al, 2008 [42] • To evaluate whether HIV testing services in clinics involved in an adolescent-friendly initiative were of higher quality than clinics not involved is the initiative • Adolescents less likely to be dismissed without a test at NAFC clinics but confidentiality breaches were prevalent in both categories of clinics due to similar clinic setups-lack of privacy and batching patients for blood sampling.
• • Stated EC to be a sensitive issue and therefore is dispensed quickly without asking questions about sexual history ". . .in two cases, physicians tried to seduce the (female) mystery clients. Other inappropriate behaviour included aggressive tactics and inappropriate intimacy used by the providers" (Bolivia) [38] .
One study reported findings that differed from this pattern, stating that young male clients face more difficulties when seeking contraceptive services in rural Uganda [36] . Ultimately, although most of the evaluations/studies did not clearly state differences between the male and female MCs' satisfaction with services, it appears that female MCs reported more hostile attitudes from the service providers than males. Additionally, two evaluations/studies mentioned lack of decision autonomy to be problematic during MC sessions [33, 34] . In these cases, the health care provider made decisions for patients without consulting their opinion:
'She said I should take the injection and that we shouldn't go into the other methods. When I asked why she recommends the injection she asked how old I am and said that they don't recommend pills for young people because they are careless. . .' (Simulated Client 5 (female), Clinic 3 -YFS, Benin) [17] .
In another study, when the MCs were accompanied, decision making autonomy was restricted because health care providers did not offer the adolescent an opportunity to talk without the accompanying person [33] . The authors of this study link this to the fact that a portion of the adolescents 'ended up with a decision about abortion that they did not initially prefer' [33] .
Information availability
Availability of information and quality of available information was a concern in many of the evaluations/studies. This included information from verbal communication during sessions with health care providers and/or information in printed format, such as posters or pamphlets. Fourteen of the reviewed evaluations/studies (46.6%) indicated that MCs found the information provided by the health care providers to be insufficient [2, 5, 6, 13, 17, 20, 23, [26] [27] [28] [29] [30] [31] 33, 36, 37] The following quotes, from studies in Uganda, Mexico, and Nicaragua, indicate examples of lack of quality information provided; ". . .none of the organizations visited had tailor-made targeted information, education and communication (IEC) materials for YMSM and LGBTQ youth" (Uganda) [36] .
". . .there were cases in which professionals either gave incorrect information (stated that the procedure had to be surgical because the girl was an adolescent or said that the reason an accompanying adult was required was because the procedure was very risky) or made specific judgmental statements that appeared related to the adolescent's age" (Mexico City) [33] .
"Pharmacies tended not to display written or visual information, and few had fliers or other written materials to take away" (Nicaragua) [20] .
What were the overall perceptions of the use of MCs in assessing health care provider and facility performance?
Generally, the MC methodology was perceived to be a useful method in evaluating service delivery and provider behaviour. Twelve of the 30 evaluations/studies explicitly stated perceptions or observations on the use of adolescent MCs in evaluating health provider behaviour and service provision [17, 20, 28, 29, [31] [32] [33] [34] 37, 39, 41, 42] Of these, three regarded MCs as being a good method for providing insightful and unique feedback [28, 32, 39] and six indicated that the use of MCs was successful in assessing services and providers [20, 29, 31, 34, 37, 42] .
Additionally, one study discovered that MCs accompanied by adults received more information than those that were unaccompanied [33] . Similarly, in one study adult physicians received correct information and more attention from pharmacists when calling in regard to adolescents' access to EC than the adolescents themselves [24] . Also, in instances when services were refused, MCs had reported at the facilities with SRH service needs, whereas the actual adolescent clients presented with general medical issues [41] .
The reviewed evaluations/studies pointed to the need to invest effort in training and preparing the MC. This was seen as crucial to the success of the evaluation or research study [20, 39] Other evaluations/studies found the MC method to be a quick way to receive feedback, critical for improving services, and that the conclusions from these evaluations/studies could be extrapolated to the general population because the MCs' experiences represented actual treatment of adolescents within the healthcare delivery system.
Discussion
Overall, the reviewed evaluations/studies indicate that the MC methodology is widely used and valuable in the examination of health facilities and health care providers. First, we found that the reviewed evaluations/studies used the MC methodology, either alone or in combination with other methods, to obtain a youth observatory perspective of how the health facility or health care provider responded to providing SRH needs to adolescents. Secondly, in some evaluations/studies, the roles of the adolescent MCs were well defined, while others only provided limited detail. Also, some evaluations/studies described greater preparations such as training, carefully detailing scenarios, and role playing. Thirdly, the methodology was used to examine adolescent health service provision in public and private hospitals, NGO supported facilities, formal and informal settings, and pharmacies. The cadre of health care providers evaluated or studied with MCs varied and included health workers (doctors, nurses, etc.), pharmacists, and reception workers. Finally, MCs requested a variety of information on testing and treatment of HIV/STIs, menstruation issues, abortion services/options, unwanted pregnancies, contraceptive services, and other SRH issues. To conclude, this review confirms that while adolescents in high-, middle-, and lowincome countries tend to have positive experiences in SRH services, they sometimes experience judgmental and disrespectful behaviour from health care providers or inaccurate/insufficient information from them and find that ASRH services may not be organized to their needs and preferences.
Despite concerns that the methodology limits the type of information collected, considering that MCs do not undergo any form of medical examination or procedure, researchers are still able to draw valuable information from MCs' experiences regarding facility performance and provider behaviour. By using mixed methodology and properly trained MC participants, it is possible to increase reliability and address some of the pitfalls of the methodology and provide additional insight into areas of interest [1, 35, 39, 46] . Most of the evaluations/studies reported debriefing the MCs immediately after their visits to avoid recall bias. Each report indicated different methods to debrief MCs, but all debriefs were carried out immediately after the visits. Although previous studies have regarded MCs as more effective in monitoring, compared to evaluation [1, 39] , the reports included in this review prove otherwise with insights into how the method can be used and adapted to suit the purpose of the evaluation. Although we cannot say that this methodology is better than other qualitative methods, as there was no comparison of methods, we can draw from the experiences of the researchers and evaluators who found it effective in providing a glimpse of information on health facilities and health care provider behaviour. Two key advantages of the MC methodology include its potential for quick feedback, and its association with reduced incidence of bias, such as observer bias and bias from Hawthorne's effect.
The evaluations/studies in this review describe similar findings to other evaluations/studies that have reported on health care provider behaviour and SRH facilities and services with different methods. Gonsalves and Hindin's review confirms that both pharmacists and young people are concerned about access to SRH services and recognise that regulations can increase barriers to this access [4] . Our review also aligns with a recent review addressing the barriers that adolescents face in accessing STI services; behaviour was found to be satisfactory for the most part, but included instances of inappropriate and disrespectful conduct towards adolescents [47] . Newton-Levinson et al.'s review also suggests that there might be differences in the attitudes of health care providers depending on gender of the patient/ client and that female adolescents may perceive female health care providers as being friendlier than male health care providers [47] . Similarly, an article addressing adolescent SRH needs from an evaluation in Uganda reveals that SRH services sometimes do not provide a safe environment for adolescents to discuss sensitive issues and that this affects the patients' ability to feel comfortable to fully disclose concerns and issues [48] . Our review of the MC methodology with adolescents provides more depth on SRH services from their unique perspective. The review indicates that in addition to the lack of assured privacy and confidentiality, the timing constraints of services, recurrent staff shortages, and unexpected costs of services or commodities are key barriers to adolescents' access to SRH services. Further, the MC methodology is as good a method for M&E because it identifies both strengths and weaknesses of health service delivery and provides the unique perspective of the MCs, the people for whom the service is designed.
The results and experiences of the MC methodology with adults and in the business sector [5] [6] [7] [8] are similar to the results of our review regarding adolescents in the health sector, and thus add support to the value of this method. For example, in an evaluation study by Friedman et al., MCs were trained to assess provider practices and evaluate the use of mobile phone messages to pharmacists to improve the treatment of childhood diarrhoea in Ghana [49] . The study found disparities between actual practices of the providers and their self-reported practices. Outside the field of health, the MC method has evaluated the quality and quantity of information provided by the staff of financial institutions in Ghana, Mexico, and Peru [8] . The study found that clients were not offered enough information to compare credit and savings products [8] , similar to the result in which we found that adolescents were not offered enough information to compare contraception methods [17] . The efficacy of the MC method in ASRH service provision is supported by the success of these studies and the similarities in results and experiences.
The MCs in our reviewed evaluations/studies reported positive experiences, similar to the perceptions of adolescents involved in other participatory research methods. For example, in Nigeria, adolescents used the photovoice technique, which involves taking photos of issues within their communities to then critically discuss, and reported that they enjoyed the experience and would be willing to participate in future research evaluations/studies [50] . The MC methodology provides an opportunity for the clients to be engaged in their own care and services. In some cases, MCs also receive training in other areas such as evaluation techniques and receive education on SRH issues. Furthermore, we can draw from the reports and comments of the MCs and suggest that they would share their knowledge and experiences with their peers. The positive response to the MC methodology, from adolescents themselves, contributes to the merit of the methodology.
Despite the expansive search undertaken in the review, some evaluations/studies may have been missed. Our findings are limited by our criteria, that excluded reports not published in English or Spanish and our inability to find similar reviews in the Spanish language which impacted the geographical distribution of evaluations/studies. No quality assessment was undertaken, which limits our ability to assess and integrate those quality evaluations into our findings. Some of the evaluations/studies used very few MCs or examined a small array of healthcare providers and services, which could impact their findings. Furthermore, several evaluations/studies were unclear or did not include information on several components of their study, making it difficult to accurately synthesise findings. The evaluations/studies that used multiple evaluation techniques in evaluating provider behaviour and service provision did not directly compare MCs outcomes to those of other forms, which limits our ability to understand the extent to which the MC assessment was effective, compared to other methods. The review did, however, cover a breadth of research designs in a variety of settings, allowing for a comprehensive analysis.
Conclusion
The use of MC methodology with adolescents provides an opportunity for researchers and evaluators to understand how health care providers and health facilities perform when they do not know they are under review. It is a useful M&E method that allows for quick feedback to identify how to improve the quality of ASRH services. The use of adolescent MCs, in particular, aligns with the call for the participation of young people in programme and policy development [6] and the need to champion adolescents' SRH rights. The findings of this review could help inform the decisions that policy makers and programme developers make by improving their understanding of the SRH needs of adolescents. The successful and effective participation of adolescents and young people as MCs demonstrates their ability to actively participate in information gathering and research analysis for work that will ultimately benefit them. When given the chance, young people can be more than just subjects in research or evaluations, and instead become meaningful participants.
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